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This paper proposes a four-tiered hierarchy to understand better the nature and effects of barriers, 
constraints and obstacles to travel faced by people with disabilities. Previous studies tended to 
aggregate barriers into a single group and further, some research associated barriers faced by all 
tourists as being unique to people with disabilities. The failure to recognise the complex, yet 
subtle interplay between tourism and different types of barriers results in the tendency to see 
people with disabilities as a homogeneous group where a one size fits all solution applies. In 
reality, they are a heterogeneous cohort who face the same types of barriers as everyone, some 
barriers that are common to all people with disabilities, those that are unique to each disability 
dimension and specific impairment effects that are individualistic.  
 





The World Health Organization (WHO) estimates that more than one billion people worldwide 
can be classified as having a disability, with up to 190 million experiencing significant 
difficulties in functioning (WHO 2015). This figure is expected to increase as a causal link exists 
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between aging and the onset of disabilities (Patterson & Pegg 2011). The WHO recognizes 
further that a range of obstacles, barriers and/or constraints hinder their full and effective 
participation in society. Within a tourism context, a large number of studies have also identified 
barriers as one of the many reasons why participation rates in and qualities of experience of 
tourism are lower than that of the general population (see Buhalis & Darcy 2011 and UNWTO 
2016 for a summary of these studies).  
 
Much of this research tends to regard people with disabilities as a largely homogeneous group 
“as if every person with a disability possessed the same constraints and has to overcome the 
same barriers (Figueiredo, Eusebio & Kastenholz 2012: 534).” Yet, Darcy & Buhalis (2011) 
remind us first that disabilities can be classified into a wide array of categories and second, that 
within each category, the degree of ability exists along a continuum based on the individual’s 
level of support needs. Much of this research also identifies the types of barriers noted in the 
general tourism and leisure constraints literature as being unique to people with disabilities 
(PWD), when in fact they are issues all tourists must resolve. As a result, there is a tendency in 
the literature to adopt a one-size fits all approach to constraints research, which as Eichhorn & 
Buhalis (2005) observe has hindered the systematic understanding, analysis and resolution of 
issues faced by people with different types of disabilities.  
 
This paper proposes that we should adopt a more holistic perspective by disaggregating 
constraints and, instead, grouping them hierarchically into a four-tiered framework (Figure 1). 
Each tier represents an increasing level of specificity beginning with constraints faced by all and 
ending with the consideration of specific impairment effects (Thomas, 1999, 2004) that are 
highly individualistic. The model is conceptual in nature based on a critical review of the 
literature, the authors’ own research, the lived experience of one author and the other author’s 
experience of travelling with PWD. The paper begins by examining the many contextual 
challenges involved in the development of such a framework. Each of the tiers is then discussed 
and the paper concludes with an overview of the model’s implications for future research.  
 







A number of contextual challenges arise when discussing barriers to travel by people with 
disabilities. To begin, the paper adopts a social model of disability whereby the types of 
constraints identified are imposed on those with impairments by society, more so than 
‘disability’ being a function of a medical condition (Barnes, Mercer, & Shakespeare, 2010; 
Oliver, 1990). It acknowledges that social approaches of environments (physical, economic, 
social, cultural etc.) are disabling by their nature and that people with disabilities are exposed to 
hostile social attitudes that overtly and covertly constrain participation. Together the disabling 
environments and hostile attitudes are imposed on top of an individual’s impairment creating 
‘disabled people’ (Oliver, 1990; Barnes, Mercer & Shakespeare, 2010), rather than people who 
happen to have a disability. The materialist or critical theory underpinnings of the social model 
focus on the way that organisations, structures, processes and practices exclude, omit, overlook 
or deliberately discriminate against people with disability. (See Shakespeare 2017 for a deeper 
discussion of this issue). 
 
The social model further highlights a number of linguistic, subjective and emotive challenges 
that arise when trying to develop a framework to assess barriers. Very little is absolute in this 
issue, and as with much foundation work in other tourism topic areas, early works have laid the 
foundation for future studies up to the current time, even if they have been proven to be 
conceptually deficient (McKercher & Prideaux 2014). One example is Smith’s (1987) original 
work which built on leisure studies research with little discussion of the conceptualisations of 
disability. Here, the focus along with other early studies by Muloin (1992) and Murray & Sproats 
(1990) was disproportionately on people with mobility disabilities with high or very high support 
needs.  
 
Likewise, there seems to be an enduring belief in the homogeneity of disabilities and therefore 
the provision of a one-size-fits-all solution (Figueiredo et al 2012). This situation has been 
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noticed in works by Bergier & Kubinska (2010), Richards, Pritchard & Morgan (2010), Lee et al 
(2012), and Ray & Ryder (2003) which involved studies of people with different types of 
disabilities, but resulted in the proposition of a homogenized conclusion. Yet, Darcy, Ambrose, 
Schweinsberg & Buhalis (2011:304) note that “within the seemingly narrow World Health 
Organization’s categories, literally thousands of conditions can be diagnosed for an individual’s 
lack of ability.” For example, the Australian Human Rights Commission that administers the 
Disability Discrimination Act, 1992 states the definition of disability in the Act includes those 
with physical (mobility); intellectual; psychiatric (mental health); sensory (vision and hearing); 
neurological; and learning disabilities, plus; physical disfigurement; and those with the presence 
in the body of disease-causing organisms. These categories are based on data collection from the 
WHO biopsychosocial approach, which is predominantly impairment based and then aggregated 
into ‘body functions/structures’ (WHO 2001; 2002).  
 
‘Disability’ also exists along a continuum from those with all types of disability who need no 
support needs to those with profound restrictions who may need 24 hour support (Darcy & 
Buhalis, 2011; Dwyer & Darcy 2011, CSD 2015). The Australian Bureau of Statistics identifies 
five categories of ‘severity of disability’ including none, mild, moderate, severe, or profound 
(Australian Bureau of Statistics, 2015). Dwyer & Darcy (2011), for example, report Australian 
Bureau of Statistics figures identified that 20% of the Australian population has a disability but 
50% of that figure are people with disability who have no or only mild support needs, while 
about 15% have profound needs or 3% of the overall population. The Hong Kong Census and 
Statistics Department (CSD 2015) states about one-quarter of people with restrictions in body 
movements always require a wheelchair, while half do not require any type of specialist tool or 
need one occasionally. Likewise, less than 5% of people with vision difficulties are unable to see 
at all and fewer than 3% of people with hearing difficulties are completely deaf. And so, while 
the numbers of PWD may seem high, in reality, only the relatively smaller share of those with 
moderate, high or very high support needs may require specialist tourism products and services 




Finally, barriers and constraints are not absolute. Thirty years ago, McGuire, Dottavio & 
O’Leary (1986) noted the impact of any constraint is dependent on how people react to it. In 
some cases, the same constraint may prohibit participation; in other cases it may limit the range 
of activities; and in other cases still, it may be a non-issue. The key difference between 
prohibiting and a limiting factor is that one may stop travel in whole or preclude people from 
visiting certain places, while the other may affect the frequency, types of activities engaged in, or 
satisfaction (Small et al 2012, UNWTO 2016). Each may or may not be successfully negotiated 
either by choosing strategies or by making personal compromises to enable participation 
(Daniels, Drogin Rodgers & Wiggins 2005; Mactavish, MacKay, Iwasaki & Betteridge 2007; 
Yau, McKercher & Packer, 2004). Moreover, a person who might have low ability in one area 
(e.g. mobility) might have exceptionally high ability in another (e.g. intelligence or seeing) 
(Buhalis et al 2005). 
 
And yet, an apparent belief held by many in industry is that resolving mobility access issues 
represents a universal template to resolve all other issues. The O’Neill & Knight (2000) study of 
hotels in Western Australia, for example, found 96% of properties surveyed had a clear and 
accessible route to the reception desk, but only 29% had any facilities for people with sight or 
hearing impairments. In an extreme example, Richards et al (2010) reported a visually impaired 
couple were forced to sit in a wheelchair to be assisted through an airport when they were 
capable of walking. Interestingly, and ironically, ignorance also fuels the impression that people 
with disabilities should look and act in a certain way to ‘prove’ they are disabled enough to 
qualify for assistance. Some people have reported that they feel like frauds because they do not 
use social signifiers of their disability or behave in a stereotypical manner (Darcy, 2012; 
McKercher et al 2003, Poria et al 2009, Richards et al 2010).  
 
A Four tiered-framework  
 
The net result is that any comprehensive examination of barriers or constraints faced by PWD 
involves a level of complexity and subtlety not typically addressed in the literature. One reason is 
the heavy focus of research on people with physical or mobility disabilities and, by comparison 
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the relative neglect given to other types of disabilities (O’Neill & Knight 2000), including vision 
and hearing (Zajadacz, 2015; Small, Darcy & Packer 2012), families with children (Kim & 
Lehto 2012), people with intellectual disabilities (Mactavish, MacKay, Iwasaki & Betteridge 
2007) and others. While many excellent frameworks have been developed identifying the types 
of disabilities and range of support needs required as identified by Buhalis & Darcy (2011), no 
broadly based framework has been developed that considers the relationship among different 
types of disabilities and barriers.  
 
The four tiered framework discussed in this paper seeks to add further structure to our 
understanding of this issue. It can be divided roughly into three parts, with the first tier reflecting 
issues faced by all tourists, the second tier identifying constraints that are common to all PWD 
regardless of the disability and the last two tiers focusing exclusively on individual types of 
disabilities and associated impairment effects.  
 
 
Tier 1: Barriers Faced by All Tourists 
 
A variety of studies show few differences exist in the desire for and motives to travel between 
PWD and the general population (Buhalis et al 2005, Ray & Ryder 2003, Small et al 2012, Yau 
et al 2004). By extension, then, the same types of generic barriers that affect the general 
population should also apply to PWD, although they may be felt more acutely by them. These 
types of barriers have emerged from leisure constraints theory, which, in its simplest form 
assumes obstacles prevent people from travelling, and if the obstacles could be removed or 
successfully negotiated, non-travelers would become travelers (Nyaupane & Andereck 2008). 
Constraints are typically classified into one of three hierarchical categories of: intrapersonal, 
interpersonal, and structural (Crawford & Godbey 1987, Crawford, Jackson & Godbey 1991). 
Intrapersonal barriers include a range of psychological factors including religion, reference group 
attitudes and perceived self skill, health and lack of interest. Interpersonal constraints focus 
primarily on the presence of travel partners and interpersonal communication, while structural 
constraints consider such things as time, cost, lack of opportunity and family commitments. 
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Jackson et al. (1993) evaluated this model from a tourism context, while it has also been used by 
a number of other researchers (Hudson & Gilbert 2000, Nyaupane & Andereck 2008).  
 
McKercher & Chen (2015) suggest that, in a tourism context, lack of interest should be 
disaggregated from the basket of intrapersonal constraints and identified as a discrete category in 
its own right, resulting in the creation of four levels of generic constraints. Their research 
showed no amount of barrier removal will engender travel if the person simply has no interest in 
this activity, or if interest is not a high enough priority to engender action. Corroborating 
evidence in support of the proposition to separate interest comes from Litvin, Smith & Pitts 
(2013) and Dolnicar, Lazarevski & Yanamandram (2013), while an earlier study by McKercher 
(2009) concluded people tended to identify socially acceptable intrapersonal constraints to mask 
a lack of interest in travel.  
 
The triad of intrapersonal, interpersonal and structural constraints has been identified explicitly 
in disability studies (Daniels, Rodgers & Wiggins 2005; Lee et al 2012; Small et al 2012) and is 
implicit in many others. Darcy, Ambrose, Schweinsberg & Buhalis (2011) also adopted this 
model to conceptualise access enablers, which focus on negotiating perceived barriers or 
constraints. Clearly, some of these types of constraints may be felt more acutely by PWD that 
others. For example, many people with disability have lower levels of employment and live well 
below the poverty line (World Health Organization & World Bank, 2011) and, hence, financial 
and economic constraints are likely to be a more significant Tier 1 barrier. But financial ability is 
applicable to anyone who lives below the poverty line. Likewise, reference group attitudes and 
perception of self skill emerge as particularly relevant intrapersonal considerations, especially 
regarding the perceived right to travel (Kastenholz et al. 2015; McKercher, Packer, Yau & Lam 
2003; Murray & Sproats 1990), but have also been identified as reasons why some seniors and 
recently married women in Asia do not feel they have the right to travel any more (Lee & 
Tideswell 2005; Mak, Carlisle, & Dai 2005). 
 
Likewise, Smith (1987) identified lack of travel partners as a critical interpersonal issue, but lack 
of travel partners affects everyone, potentially. More recent studies question its importance in a 
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tourism (Daniels et al 2005) and sport context (Darcy, Lock & Taylor, 2017). Instead, the issue 
may be embedded better as a cost consideration as part of the structural barrier category with 
respect to paid attendant caregivers (Darcy, 2002; Small, 2015). In general, the costs of travel are 
higher for people with disabilities (Freeman & Selmi 2010; Kastenholz et al 2015; Yau et al 
2004), with Luther (2013) estimating somebody with a high level spinal injury may incur 
between 30% and 200% higher, depending on medical, physical therapy and associated 
equipment needs (e.g. shower chairs, hoists etc.). The need to cover the costs of attendant 
caregivers is just one reason (Lee, Agarwal & Kim 2012), while international caliber hotels 
usually have better accessible facilities than lower grade properties, but come at a higher price 
(Darcy, 2010; Yau et al 2004) is another reason.  
 
Tier 2: Issues Faced By All People with Disabilities 
 
While everyone has to deal with interest, intrapersonal, interpersonal and structural constraints to 
a greater or lesser degree, people with disabilities have to deal with a range of issues not faced by 
the general public. The second tier of constraints relates to issues that are common to them as a 
collective, regardless of their disability. The literature identifies five broad categories, including: 
ignorance; attitude; trustworthiness of information; issues related to the tourism industry itself, 
and; the person. Each is briefly discussed below and while discussed separately should be 
considered interdependent and overlapping. Again, some issues, such as information 
trustworthiness, may seem to be applicable to the general population, depending on the context, 
but their impact on this population is far greater due to information specificity and detail. 
 
Ignorance - overlooked, omitted or othered 
 
Ignorance is arguably the most significant issue for it is the proximate cause of most other 
problems associated with attitude, information and industry reaction. Ignorance can be traced to 
observations of disability, stigma and the other where disability is not seen as part of the 
diversity of ‘normal’ society (Goffman, 2010; Thomson, 1997). Many people have little or no 
exposure to disability, do not know individuals with disability or have any understanding of 
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disability issues. Ignorance crosses the boundary to all aspects of the professional world, 
including tourism, where disability becomes overlooked, omitted or othered (Darcy & Pegg 
2011). Richards et al (2010) add that many people in industry have never met people with 
disabilities in either their personal or professional lives. It is for this reason that the UN World 
Tourism Organization (UNWTO 2016), along with advocacy groups and tourists alike call for 
greater training, awareness building and exposure. In particular contact theory suggests that those 
who have contact with or experience interaction with people with disability are associated with a 
more positive attitude formation towards the group (Daruwalla & Darcy, 2005; Pettigrew & 
Tropp, 2006). Daruwalla & Darcy (2005) tested the importance of awareness training 
interventions on tourism and hospitality students, and tourism professionals in a major 
organisation, with both groups showing changes in attitude towards people with disability after 
awareness training interventions involving information, video and personal contact. While 
attitude change occurred after awareness training with information and video resources, it was 
more prevalent and longer lasting after person contact. 
 
Ignorance, in turn, fuels many misconceptions about the level of ability, for a commonly held 
belief is that any disability equates to total disability, the need for a high degree of assistance 
(O'Neill et al 2000, Ray & Ryder, 2003, Richards et al 2010, Small et al 2012, Yau et al 2004) 
and sometime associated psychological or intellectual disability. The Nicolaisen et al (2012) 
study, for example, found that almost half of the industry people interviewed defined disability 
as equating to something similar to total and permanent inability to function in daily life. This 
belief, in turn, fuels a number of misconceptions about the level of support needed, often leads to 
inappropriate attention or behavior that can produce service failures, and unsolicited employee 
conduct (Kim & Lehto, 2012). Most people with disabilities are quite adventuresome in their 
travel wishes (Ray & Ryder 2003), and moreover live healthy lives. People with disability are 
not permanently sick (they get ill like everybody else) and participate in all types of social 
activities when the economic, social and structural environment provides enablers to support 






Ignorance expresses itself in a series of negative attitudes and overt or covert discrimination, so 
much so that some people with disability choose either to hide or not disclose their disabilities 
from service providers (McKercher et al 2003). Indeed, negative attitudes emerge as the single 
greatest issue in many studies (McKercher et al 2003, Lyu Oh & Lee 2013; Small et al 2012) and 
conversely a ‘can-do customer service attitude’ regarded as the most important attribute of 
service delivery (Darcy, 2010). The source of these attitudes is manifest, although it appears a 
core reason is the widespread adoption of a medical rather than social approach to disability 
whereby attitudes are driven more by the belief that the issue lies more within the individual 
rather than with how society treats the disability. The result is a belief that people with 
disabilities need to conform or adapt themselves, rather than suggesting society should 
understand the diversity of ability or be designed to be inclusive of their embodiment 
(Nicolaisen, Blichfeldt & Sonnenschien 2012). However, there is also evidence that significant 
differences in attitudes exist in different cultures that affect the level of prejudice people face and 
their relative invisibility in the community (Bolt, 2014). 
 
Overt or subtle discrimination and social exclusion are the main outcomes of negative attitudes 
(Yau et al 2004), making many people feel like they are being treated differently than others 
(Shaw & Coles 2004; Darcy & Taylor, 2009), and ultimately adding an extra dimension of stress 
to the experience while reducing overall satisfaction (Small et al 2012; Darcy, 2012). Ignorance 
also produces one of two common reactions. On the one hand, many people claim they are 
simply disregarded and ignored (Richards et al 2012). On the other hand, it induces fear, or 
misapprehension among others, for as Freeman & Selmi (2010: 479) write “the public’s attitudes 
are the largest impediment for the mentally challenged. People treat our clients like they can 
catch it.” This issue is an ongoing one that defies simple resolution, for as Daruwalla & Darcy 
(2005) note, corporate attitudes may change quickly, but personal ones will change much more 




Trustworthiness of Information 
 
In addition, trustworthiness of information creates some pragmatic impediments to participation, 
or at least to full participation (Daniels et al 2005). Lack of information, in general, and the 
trustworthiness of such information were identified second only to prevailing attitudes as barriers 
to travel (Daniels et al 2005, Lee et al 2012). Adequacy and accuracy of information affect all 
stages of the travel planning process, for what is portrayed as being accessible is not always 
accessible, especially in the hotel sector (Darcy 2010; Ray & Ryder 2003). Properties may 
promote themselves as being accessible yet on arrival the client discovers that they are only 
partially accessible, or so-called accessible facilities are located in remote or out-of-the-way 
places (Darcy, 2010). In other instances, what is ostensibly accessible becomes inaccessible 
through attempts to improve the aesthetics by such actions as installing thick carpeting, low 
lighting, music, steps and other architectural improvements (Darcy 2013, Richards et al 2010). 
Many who require alternative information provision (e.g. accessible websites for people who are 
blind) find accessing such information particularly in online environments problematic (Buhalis 
& Michopoulou, 2011; Dickson, Darcy, Johns & Pentifallo, 2016; Mills, Han, & Clay, 2008; Shi, 




The complicity of industry in creating unnecessary barriers, directly or indirectly has to be 
acknowledged. Kastenholz et al (2015) conclude that the structure of the sector reinforces the 
self sentiment of being different which further leads to social exclusion on trips. McKercher et al 
(2003) raise this issue specifically in relation to the travel trade, where the structural realities of 
running high volume, low margin businesses result in the needs to process people as quickly and 
efficiently as possible. Many travel agents, therefore, feel they cannot provide the type of 
services needed by people with disabilities. They also noted that the inflexible nature of many 
package tours, with the early starts, multiple short stops during the day and often late finishes 
precludes some people from participating fully in the trips, or forces them to make compromises 
to cope with the itinerary. Ignorance also fuels the belief among some people in industry that 
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only specialist providers are capable of meeting needs (Daniels et al 2005, Kim & Lehto 2012, 
Lee et al 2012; Zajadacz 2015). The extreme example is where operators in some countries 
refuse to serve people with disabilities and instead suggest that they should look to these types of 
providers (Darcy 1998; Yau et al 2003). Notwithstanding this observation, though, general 
awareness still seems to be rather low, especially of the specific, discrete needs to cater for 
people with different types and level of disability (Darcy; 2010; Darcy & Pegg, 2011; O'Neill & 
Knight, 2000). 
 
Tier 3: Issues Unique to Specific Disabilities 
 
A defining element of social approaches to disability is that people only become ‘disabled’ when 
faced with barriers that are imposed on top of their underlying ‘impairment’. The UN 
Convention on the Rights of Persons with Disability (2006), for example, indicates disability 
becomes evident when a person encounters economic, social, cultural or environmental barriers 
while trying to participate in social activities. On this basis, people with different types of 
disability may face challenges that are unique to their type. Thus, what may be a critical issue for 
someone with one type of disability, may be irrelevant to some else with a different type. For 
example, those who have mobility issues and use wheelchairs have specific requirements for 
accommodation (e.g. roll in shower) while someone who is deaf does not need those types of 
support but has other support needs (e.g. visual alarms). Hence, the need for the identification of 
a of a third tier in the hierarchy that recognizes people may have to address different barriers 
depending on their disabling condition. The following section discusses briefly some unique 
needs using four groups as exemplars.  
 
Physical or Mobility 
 
Architectural and design issues are especially important for people with mobility disabilities, be 
they skeletal or neurological. Steps, uneven ground surfaces, the need for ramps, splash barriers 
and toilets, bed heights, showers, and a range of other obstacles (Darcy 2010, Figueiredo et al 
2012) may present impediments to full participation. A range of issues associated with air travel, 
13 
 
especially relating to effectively transferring passengers from wheelchairs to seats and vice a 
versa and the often painful and humiliating experience of going to the bathroom (Chang & Chen 
2011, Darcy, 2012; Poria, Reichel & Brandt 2010), may also create impediments and/or 
obstacles. Further, the movement of wheelchair users on charter services or specialist attractions 
has also proved problematic where transport and carriage design has not incorporated 
international standards of access and mobility. Hence, people with physical or mobility 





The person with a vision disability has to overcome the broadly held perception that because he 
or she cannot see, then the person cannot appreciate travel fully (Small et al 2012). As such, the 
need to provide meaningful experiences through touch, smell, taste and hearing becomes critical 
(Figueiredo et al 2012). The standard type of architectural solutions provided for people with 
mobility barriers are not particularly relevant for the visually impaired. Instead, they need a 
range of audible augmentation devices, teletext decoders, and sensory or tactile markers and the 
like (Chang & Chen 2011, O'Neill & Knight 2000). Trust also emerges strongly among this 
group of tourists (McKercher et al 2003), especially when riding public transport or taxis, for the 
fear of being cheated, overcharged or dropped off in an unknown locality is heightened. 
 
Many sighted people cannot even conceptualise the unsighted could travel. However with an 
understanding of the other senses there are many elements of tourism that people who are blind 
or have vision impairment can experience and want to experience through the ambience, sights 
and sounds, aromas and tactility offered by destination regions. While many stop at supports 
such as Braille signage, a more nuanced understanding of the market is required where only a 
small proportion of people with vision impairment can use Braille (Richards et al 2010; Small et 
al. 2012; Small 2015), for learning Braille involves learning a whole new language. Hence, the 
importance of websites that have been built to allow screen readers to read out the website via 






A similar same situation applies to many auditorially-impaired people. Again, architectural 
solutions are of little consequence to them. But, they too require a range of assistive technologies 
has been transforming alternative communication for these groups and providing new 
opportunities for embodied tourism experiences (e.g. real-time captioning). In addition, more 
personalised communication is needed when travelling for announcements about flight and train 
arrivals may not be heard. Text messaging has provided a service enhancement for this group 
that many travel companies adopt as standard practice together with Twitter, Facebook and other 
social media and that is text based. The assumption that people with hearing impairments can 
read lips is false (Freeman & Selmi 2013), while learning to sign involves the acquisition of an 
entirely new language and there are differences in sign language between countries. 
 
Intellectually or Physically Disabled Children 
 
Parents of children with intellectual, mental health or high support physical disabilities face such 
a large array of issues that many wonder if travel is worth it, for the effort involved in organising 
the logistics of medical care, and ensuring that appropriate services are available may outweigh 
the benefits (Mactavish et al 2007). Parents also cite the challenges of organising suitable 
childcare as an inhibitor. Kim & Lehto (2012) write about how travel can be disruptive for 
children used to a routine and how the need to cater to both the child with a disability and 
children without disabilities can create added stress. Perry & Kozub (2011) add families need 
added flexibility in case the stimulation of travel creates behavioural problems among children 
on the autism spectrum, especially if they have to stand in line for a long time. They also add that 
hotel security and locks on hotel room windows are important for some families in case their 
children wander. 
 
In particular, an expressed lack of interest in travelling may be a default response if the perceived 
costs of travel or barriers associated with travel outweigh the perceived benefits (Shaw & Coles 
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2005, Small et al 2012). Figueiredo et all (2012) point out that the barriers and constraints this 
population face in everyday life become more challenging within a tourism context due to the 
unfamiliarity with the environment/supports, while many caregivers wonder if the need to 
compromise choices, social exclusion that may come from travel and the magnified planning 
demands make it easier to stay at home (MacTavish et al 2009; Darcy, 2002). Blichfeldt & 
Nicolaisen (2011) also commented that the antistructural nature of tourism runs in stark contrast 
to the highly structured lives of many people with disabilities particularly those with behavioural 
considerations, sometimes raising the stress levels beyond those they are comfortable with. 
 
Tier 4: the Moderating Factors of ‘Impairment effects’ 
 
Lastly, the fourth tier acknowledges that individual impairment effects on people within a group 
may affect their ability to travel. Freeman & Selmi (2010) assert that the impact of identical 
barriers on individuals can vary significantly because of the differences in the individual’s 
psychology combined with the nature and level of support needs. Yet, it is the concept of 
‘impairment effects’, the direct embodied and unavoidable impacts that impairments have on 
individuals’ functioning (Thomas, 2010: 37) constitute a fourth tier. The identification of 
‘impairment effects’ is well recognised in theorising disability in broader management 
disciplines (Williams & Maven, 2012) but has had little theoretical impact on tourism research. 
 
In tourism, the severity, congenital nature or age of onset, and the ability to accept, adjust to the 
disability and the presence of single or multiple disabilities are key determinants. Severity is 
recognized as axiomatic in much of the literature, as categorizations refer alternately to differing 
levels of ability (Buhalis et al 2005) or support needs (Darcy 2010). The Yau, McKercher & 
Packer (2004) study of the process by which people with disabilities became travel active noted 
disabling conditions are either congenital or acquired with acquired conditions being either of 
acute or insidious onset. Most of the respondents in this study felt it was preferable to have a 
sudden onset rather than a slow, progressive deterioration of a condition, for while traumatic, it 
forced the individual, and his or her family and friends to begin the adjustment process 
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immediately. Likewise, the presence of multiple disabilities adds greater complexity to 
understanding and providing transformative solutions for tourists needs (Darcy 2010). 
 
Accommodating for individual impairment effects requires a higher level of service provision for 
these individuals across the tourism system. In essence, this may be as simple as for some 
individuals who have issues with temperature management to control their body temperatures 
and therefore must be careful to control their core temperatures may seek transport, 
accommodation and attractions that can offer air-conditioning or heating depending on the 
climate. For others it has to do with medication and equipment provision for undertaking daily 
regimes. These effects should sit comfortably at least as a conceptual level with tourism and 
hospitality providers who are used to customising their service provision for individuals with all 
types of needs from luxury travellers (Knutson, Stevens, Patton, & Thompson, 1993) through to 
those with dietary requirements, chemical free environments and pet friendly organisations (Carr 
& Cohen, 2009; Dolnicar, 2015; Razzaq, Hall, & Prayag, 2016).  
 
 
Discussion and Conclusion 
 
The purpose of this paper is to recognise the nature and range of barriers that affect tourism 
participation among people with disabilities is far more subtle and complex than often portrayed. 
It is common for this group to be treated as a being a single homogeneous group facing similar 
constraints that can be resolved with similar solutions. Such assumptions are especially evident 
among industry workers who have had little or no experience with this community and by 
government tourism agencies who are keen to be seen to be socially responsible tourism by 
identifying people with disabilities as an under-developed group with huge market potential. 
Ironically, this belief is abetted unwillingly by advocacy groups, for it is in their best political 
interests to use the largest, legitimate numbers possible when arguing about the size, needs and 
potential economic and political potential of this market, without necessarily adding the caveat 
that they include people across all need levels of severity and support needs. For example, the 
English Tourism Council uses the estimate of 15% of the population having some form of 
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disability as a means of attempting to highlight the market potential of this sector (Shaw & Coles 
2004). Likewise, Tourism Victoria (TV 2016) quotes the official WHO figure of one billion 
while the European Commission (EC 2017) and combines this with an older figure of 650 
million people with disabilities, but then adds, when family members are included, two billion 
people or a third of the world's population are directly affected by disability. 
 
While the sheer numbers may seem impressive, they, in fact, misrepresent the real situation. A 
Tourism Research Australia report suggests only one percent of people with disabilities 
suggested they did not travel due to their impairment but noted intrapersonal, environmental and 
attitudinal constraints as the major reasons for not travelling (Darcy, 2003). Other studies cited 
above indicate that many people with low to moderate support need disabilities face few real 
constraints to travel. In reality, not all PWD are interested in travel, and those who are face many 
of the same types of intrapersonal, interpersonal and structural constaints common to the general 
popualtion. Additionally, though, all PWD have to negotiate a series of constraints fuelled 
mostly by ignorance and fear of the other, that leads to the industry overlooking, omitting or just 
not addressing the group. But, beyond these common issues, members of each disability 
categtory face their own unqiue issues that may not apply to members of other groups, and even 
within each disability group, people with different impairment effects, must resolve different sets 
of issues (Kastenholz, Eusébio & Figueiredo 2015, WHO 2015).  
 
The four tier framework captures this increasing specificity of needs, by grouping barriers from 
those that affect all people to issues that are unique to individuals. The tourism literature suggests 
that barriers operate in a hierarchical manner, with Mactavish, MacKay, Iwasaki & Betteridge 
(2007) assert that the typical hierarchical structure found in the leisure constraints literature may 
not be applicable when considering people with disabilities. In reality, these tiers likely operate 
both hierarchically and interactively. Barriers can be considered as hierarchical, for issues that 
appear at each tier must be resolved before travel can occur or can be enjoyed fully. Lower tier 
barriers represent more fundamental issues whose failure to address renders upper tier issues 
irrelevant. For example, a genuine lack of interest or not enough interest in travelling can 
become an irresolvable prohibitor, regardless the resolution of all other barriers has occurred. 
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Likewise, lack of money, especially for those people with disabilities who are not in the 
workforce can stop travel. In a similar manner, Tier 2 barriers that are common to all people with 
disabilities must be resolved before Tier 3 barriers can be considered. 
 
But, at the same time, interactivity is enhanced and, hence more problematic, in a tourism 
context where engagement is both multi-faceted and ongoing, whereas much of the work on 
leisure constraints has a single activity focus (Darcy, Lock, & Taylor, 2017; Packer, McKercher, 
& Yau, 2007). Moreover, issues that appear at a higher tier level may manifest themselves at 
lower levels. For example, as noted with parents of children with disabilities, an expressed lack 
of interest may reflect the cumulative impact of different barriers at multiple levels that restrict 
travel. In a similar manner, specific impairment needs may also emerge as causal factors for 
lower tier barriers. People with high support needs may face greater financial costs associated 
with travel, be subjected to more negative attitudes and a greater sense of social exclusion than 
people with fewer support needs. The same may also be true depending on the age of the person 
and the degree of visibility of the disability. A senior with a hidden disability, such as heart 
disease may be treated very differently than a younger person with a more visible disability. 
Moreover, the impact of many barriers is multiplicative. People may be able to negotiate single 
constraints, but their ability and willingness to negotiate multiple constraints or the unknown 
nature of constraints in destinations many thousands of kilometres from their place of residence 
may require more effort than the perceived benefit.  
 
Lastly, the creation of any framework of this type must appreciate its dynamic nature and that a 
range of moderating and modifying factors as identified by impairment effects in Tier 4 may 
accentuate or diminish the impact of individual issues raised. Lyu, Oh & Lee (2013) remind us 
that constraints do not necessarily restrict or preclude participation. Instead different strategies 
can be adopted to overcome or minimize them to such an extent that participation can occur 
(Blichfeldt & Nicolaisen 2011, Lee Agarwal & Kim 2012). At the same time, emerging 
technologies are beginning to address some tier 3 and 4 barriers. Yet, as people with disability 
(across all categories of disability and support needs) have continually reported in the literature 
to researchers as well as by media reports of critical incidents, their journey to negotiate barriers 
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is ongoing and interactive with every stage of the journey, every destination they reach and every 
tourist experience that they undertake.  
 
As we identified at the start of the paper, the research was not exhaustive of all studies carried 
out on disability, tourism or accessible tourism, or barriers and constraints research. Rather the 
paper set to propose a way of conceptualising a body of research across these areas of study used 
to assist researchers to articulate their contributions more clearly in these areas of research. The 
four tiered approach contributes to work within tourism studies by explicitly introducing key 
influences from disability studies on understanding the individual impairment effects, the 
considerations this has for embodied understandings of tourism and to assist with the clearer 
articulation of the positioning of new studies. We suggest that future research draws upon such a 
conceptualisation to provide a more nuanced understanding of the lived experience of the 
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